DESCRIPTION
A 35-year-old previously healthy Japanese woman presented to our hospital, with a 1-month history of chills and fever. She denied recent travel. Prior to the admission, she had visited multiple physicians but diagnosis was not made and her symptoms persisted. On admission, her temperature was 37.3°C, blood pressure 140/78 mm Hg and pulse 115/min. Abdominal examination showed splenomegaly. There was no rash. In laboratory tests, peripheral leucocyte count was 6560 μL and there was mild elevation of hepatobiliary enzymes. Abdominal CT scan (figure 1) showed the thickened wall of the ileocaecum. Blood cultures grew Gram-negative bacilli.
Further history taking revealed that the patient worked as a hospital microbiologist and, 1 month prior to the symptom onset, she had handled stool specimens isolated 5 years earlier from a patient with typhoid fever (a returned traveller from southeast Asia). Typhoid fever was suspected and intravenous ceftriaxone administered. The blood and stool cultures grew Salmonella enterica serotype Typhi. After the patient was successfully treated, she was discharged uneventfully and continued to work as usual in her hospital laboratory.
South Asia and Africa have high incidence of typhoid fever with a drug-such as fluoroquinolone-resistance issue. 1 However, a case of nosocomially-acquired typhoid fever is extremely rare and there have been only 13 reports to date (based on a MEDLINE PubMed search; personal communication). Regarding a hospital-acquired case of a microbiologist, there was a reported patient of typhoid fever who developed the infection with a microbiology laboratory strain isolated 41 years earlier. Images in…
